MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH .. B63=049568 "
PEPARTMENT of Pu 5‘-';;:ﬁ::"':i‘m:::o"ti":::':BlBJﬁm'w Reglstration District No. 1-003 Registrar’s Ne. 1._;_3_0,_:4-_51__ STATE FILE NumeeR )

DO NOT WRITE
* ON THIS STUB AMENDED ,

F“ wﬁ Eﬂm g |904 2. USUAL RESIDENCE (Where deceased lived. gf institution: Residence before

a. COUNTY s. STATE M b. COUNTY « adminslon)
0 A

.

VS 300
Rev. 4/59

b. CITY {IF oyiside corporste limits, give TOWNSHIP only) Length of stay in 1b c. CITY N Inside Limits
OR b Clayt
TOWN St.Louls TOWN yton Yes 0 Ne [d

¢. FULL NAME OF (If NOT in hospital, give location) inside Limits d. STREET {If cutside, give location) Reside on Farm
HOSPITAL OR

INSTITUTION St.Luke's Hospital Yes 01 No[d ADDRESS 433 polar Dre Yes O Ne

3. (r#mzo::;ﬁgf)cns:n First Middle Last 4. Dél\FTE Month Day Yeur
ANN CAMPBELL JAMES pea  December 30, 1963
5. SEX 6. COLOR OR RACE 7. Married ] Never Married [1 |6. DATE OF BIRTH | 9. AGE [last birthday) | IF UNDER ) YEAR IF UNDER 24 HR
Female White Widowed [ Divorced [ ?_27_1920 ‘+3 Mnnlhsl Days I Hours Min,
10a. USUAL DCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY[ 11. BIRTHPLACE (City and state or country) | 12. GITIZEN OF WHAT COUNTRT
dsu;nglr‘n;s.rb; working lite, even if retired) Cinci.nnati,Ohio U.S .A .

1Ja. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Mark Campbell Lucielle Porter

I5. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Address

(Yes, nhar unknnwn]l (1f yes, give war or dates of servl Stﬂ.n C&m'pbell, Addison,Ill

DATE AMENDED

18. CAUSE OF DEATH (Enter only one cause per line INTERVAL BETWEEN

PART |. DEATH WAS CAUSED BY: ‘*) Q ONSET z:o DEATH
IMMEDIATE CAUSE (a) "‘LQ‘ WA N b

DOCUMENT

Conditions, if any,

p - T
DUE TO (k) ! L E c ]
wbl'::ich gave riu{ I)o -
a),
suating tho vnder. | @ (O NLUAA A 0ﬁ ' M /70X

lying cause lasl,

PART 1. OTHER SIGNIFICANT CONDITIONS CONIRIBUTING TC DEATH but noWrelated 1o the terminal PART 1. If deceassd was  femeale wan
disease condition given in PART [ {a) there 8 pregnancy in last 90 days.

W ID Yes | %No | [J Unknown

9. WAS AUTOPSY | 20a. ACCIDENT SUICIDE  HOMICIDE Z00. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART H of item 18.)
PERFORMED? a a O
YESOO NOS

200, TIME OF _Houl  Month, Day, Yeor |
INJURY am.
p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in ar about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [J farm, factory, street, office bldg., ete.}
NOT WHILE AT WORK [J

21. | attanded the deceased from ?‘ M b 3 '0_3_0__&’*_\’-&3_;“ last ulive on 30 M b -3

Death occurred 8t l |: 50 P. \ m on the date stated above, snd ta the best of my knowledge, from the causes statad.

[IZegl'eu or title) 22b., IEB_ESS 22c. DATE SIGNED
1 Wbl v [™88 everd T poces

b bR y L
L, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMAT 3d. LOCATION (€ity, 1own, or county) {State}

¥4 geecitr 1-3-64 Lake St.Memorial Cem. Elgin,J11
24, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 26. REGISTRAR'S, SIGN RE
Kriegshauser 4228 S.Kingshighway Blvd. NEC 31 1963 @L - ,} z,; )’:. . /7 2.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.

[Licensed Embalmer’s Stafement on Reverse Side)




- ~ PR

. xSTATEMENl’ BY lICENSED EMBALMER

[

| hereby certify that the body whose name is recor‘dgdkon the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.____

‘working under my personal supervision. Z é QAA]
Student S-gne@

Signature of Student Embalmer W 8/ )

Licensed Embalmer

. s . . . - P Q. Address.

- L e - — s

L PR .

Note: The above MUST BE SIGMED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of In:ense)

If embalmed by a STUDENT, hé_ also shall sign in his OWN handwrmng

If this body is not émbalmed, fact should be so stated above.

©ZeTd pueTiIel 2G ToMOTN°IQ




